Objective: The objective of this study was to adapt an evidence-based smoking cessation intervention initially developed in the United States to the Chinese context and evaluate the effectiveness of this intervention in China.
Introduction
The World Health Organization has identified cigarette smoking as one of the most lifethreatening health problems worldwide [1] .
In developing countries, smoking-related diseases place a greater strain on the health care systems, which are often inadequate and fragile [2] [3] [4] . The need for smoking reduction and cessation has a special urgency in developing countries [1] . China is unequivocally the main battleground for combating the smoking epidemic [2] [3] [4] . Indeed, China is host to the world's largest cigarette manufacturers and population of smokers. According to the WHO's Global Adult Tobacco Survey, China has 301 million smokers. Among Chinese ≥15 years of age, 52.9% of males and 2.4% of females smoke and 85.6% of smokers smoke cigarettes daily [2] . The trend in the country's effort to control and reduce smoking is far from optimistic; there was almost no reduction in the male smoking rate from 2002 to 2010, while the smoking rate among young women increased [2] .
Inadequate information and education is in part to blame for China's smoking epidemic.
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Many people in the country are unaware or unclear of the impact of smoking on their health. More than three-fourths of Chinese respondents to the WHO 2010 survey lacked adequate knowledge about the harm of first-hand smoke, while two-thirds of the respondents were misinformed about the effects of second-hand smoke [2] . Eighty-six percent of respondents, including 54.7% of the physicians surveyed, did not realize that the claim "low tar equals low harm" is false. Awareness of the harm of smoking is inadequate, even among health care providers, hindering their ability to play an active and effective role in smoking cessation [2] . Among current smokers who visited physicians within the last 12 months, only 40.8% were asked about tobacco use and only 33.9% were advised to quit [2] . In other words, nearly 60% of smokers were not even asked about tobacco use when they visited their physicians.
Smokers who are motivated to quit face serious obstacles. Effective assistance from health care providers is seriously lacking in China. According to the WHO 2010 survey, among the 36.4% of Chinese smokers who had attempted to quit within the last 12 months, 91.8% had received no cessation assistance [2] . Left to combat the smoking addiction on their own, a large percentage (33.1%) of those who try to quit resume smoking [2] . Smoking is a stubborn addiction that takes more than willpower to cease [5] . Introducing effective assistance programs to help smokers quit is important in China [6] . Fortunately, evidence-based cessation assistance programs have been established in developed countries, such as the United States [7] . The smoking rates in developed countries have been declining due to effective intervention, as well as increased public awareness [8] . Introducing these programs with appropriate cultural adaptation will improve smoking reduction efforts in China and reduce the gap in cessation across the globe.
Efforts to provide cessation assistance exist in China, but face considerable difficulties. The Chinese health authorities have mandated large public hospitals in major cities to set up cessation clinics that provide medication and counseling for smokers trying to quit [9] ; however, these facilities are underutilized. Few smokers use cessation clinics for cessation assistance, with the exception of patients with heart diseases awaiting surgery. One reason for the underutilization of cessation clinics is the cost for medication and counseling [10] , which are not covered by medical insurance and must be paid out-of-pocket by smokers [7] . Another possible reason for smokers' reluctance to use cessation clinics is the perception of the onerous process of getting help at large public hospitals, which tend to be overcrowded and inadequately staffed and 
Localization of the assistance program
The intervention adopted in this study follows the best prac- acceptable risks to users [7, 11] . The second method for combating withdrawal symptoms involves tapering [7, 11] 
Practice assessment interviews
The counselors went through the Practice Assessment Interview twice (before and after training). The counselors' mastery of the cessation assistance techniques was scored using a rubric with best practices. The rubric consisted of three sections that measured different sets of outcomes, as follows: (1) 
Knowledge assessment
We conducted written assessments on the counselors before and after training to evaluate changes in the counselor' knowledge and skills in smoking cessation assistance. Six of the eight trained counselors completed both assessments. An additional counselor completed the second assessment only.
The first assessment took place 1 week before the training to establish a baseline, while the second assessment took place 
Cessation assistance and program evaluation
The EAP offered the smoking cessation program to the demand. These medications were rarely used during the program (and only by a few employees who work for a multinational company that manufactures the products and employees who were able to obtain the products during overseas travel).
The prescription medications are available sporadically at some of the cessation clinics in major cities but were not used in this program because of a lack of interest from the clients.
The counselors used tapering as the primary method for helping clients overcome the withdrawal effects. Similarly, the counselors could not locate reliable resources outside of the EAP for cessation, such as quitlines.
Client characteristics
The 147 smokers who scheduled the first appointment con- The majority of the participants withdrew from the program during the first (27.27%) or second session (31.82%), when they reached the juncture of discussing a quit day with the counselor, while 18.18% could not be reached for the first appointment. In the group that completed the program, 94.92% set a quit day, whereas only 18.18% of those who dropped out were able to do so. 
Quit rates and nicotine reliance
We examined the proportion of participants who had dropped from before to after the intervention (see Table 1 for the means). The main effect for the completion of the program was not significant, nor was the interaction between pre-and post-test measures and the completion of the program (p>0.05); however, consideration of the means indicate that those who had completed the program experienced a greater reduction in nicotine reliance than those who had dropped out ( 
General discussions
Employment-based cessation programs are innovative in
China. This approach bypasses some hurdles preventing smokers from seeking cessation intervention, e.g., the cost and inconvenience in access to assistance. EAP infrastructures, such as a toll-free hotline, provide easy access to professional cessation assistance, while the cost of the counseling is covered by the employer. The implementation of this program showed that EAPs offer useful settings and resources for providing SECtioN tWo cessation assistance in China; however, several issues need to be taken into consideration in future developments of this approach. These issues relate to both implementing cessation assistance in an EAP setting and the effectiveness of the intervention used in this study. 
EAP counselors' perceptions and practices with respect to cessation

Client motivation and compliance as key factors in smoking cessation
Greater than one-third of the smokers who had initially signed up for the program withdrew, even before scheduling the first counseling appointment. Greater than one-half of those who scheduled appointments withdrew before completing the program. Most of the participants in this group withdrew during the first or second session before committing to a quit day.
The reasons the participants gave for their withdrawal relate to a lack of motivation or self-efficacy for quitting. The participants claimed that their goals and expectations for the program were not to quit smoking completely, or that this was not the right time for doing so (e.g., tight schedules and job transitions). Some of the participants only wanted to reduce or control the amount they smoke. The participants were unwilling to commit to a firm date when they would stop smoking. This unwillingness to stop completely is buttressed with misperceptions of smoking. Some of the participants believed that they benefited from smoking, e.g., smoking helped them relax, socialize, or be individualistic. Some of the participants believed that they could control the amount of smoking, and that low-level smoking was not harmful. Research has shown that these misperceptions are widespread among Chinese smokers [14] . Some of the participants did not believe that they could ever stop smoking, so it was not worth trying. 
Availability of cessation assistance medication
The non-prescription patches and gums are not available in the marketplace, while the prescription medications are sporadically available, but are of limited interest among smokers and counselors alike. Under these circumstances, few clients used medications in this program. Tapering was the primary method for helping smokers cope with the withdrawal effects in quitting. The lack of availability of medication could make quitting more difficult for heavy smokers with greater nicotine dependence [7] . The good news is that the smokers in this study smoked 14 cigarettes per day on average. The average nicotine dependence level is between low and moderate on the Fagerstrom Reliance Rating scale. Withdrawal from nicotine may not be a serious problem and tapering may be sufficient, given sufficient motivation on the part of the smokers.
Quit rates and research methodology
Researchers have used various methods for calculating quit rates for cessation interventions [15] . In this study we calculated the quit rate by dividing the number of clients who had remained abstinent by the number of clients who had registered for intervention and received at least minimal treatment (one counseling session), as recommended by the North American Quitline Consortium [15] ; however, our follow-up period was shorter than most studies from the US and other
Western countries, which typically are 5 [7] , 6 [16, 17] , or 12 months in length [18] . The small number of studies with a focus on the impact of cessation programs with Chinese smokers in Hong Kong also reported 12-month quit rates [19] .
The aforementioned studies have reported quit rates ranging from 14% to 27% over the various follow-up periods, which
is similar to what we have found in this study. Of course, it is difficult to compare the quit rate of this program with similar cessation programs due to the different follow-up periods. however, in most practical tests of behavioral health intervention, it is unethical to withhold treatment from employees who want to quit smoking. Despite these limitations, the study has taken a significant first step in understanding the impact of evidence-based smoking cessation programs in China in general, and in an EAP setting in particular.
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